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1 AUTHORIZATION TO SUBMIT DATA ELECTRONICALLY

Entities that wish to bill the Michigan Department of Community
Health or otherwise submit data electronically must be
authorized by MDCH. This section describes that process.

11  AUTHORIZATION TO PARTICIPATE

Application forms for authorization can be obtained from the
following email address:

AutomatedBilling@michigan.gov
1.2 APPLYING FOR AUTHORIZATION

At least one completed original application and participation
agreement (Figure 1-1, Billing Service Company Certificate)
must be on file with the Automated Billing Unit.
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BILLING SERVICE COMPANY CERTIFICATE
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Figure 1-1: Billing Service Company Certificate
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13 RECEIVING AUTHORIZATION

Once the systems test is successfully completed, a prospective
electronic submitter will be notified that they can participate in
the Automated Billing Program. The notification will specify the
parameters that are unigue to the submitter.

A Medicaid Billing Agent Authorization form must be
completed by each provider authorizing the submitter to
send bills or other data on a provider’s behalf. Electronic
submitters must have each provider they represent submit the
Medicaid Billing Agent Authorization (DCH-1343 (3/01)) form
(see Figures 1-2 and 1-3) immediately after they are notified of
a successful systems test. A DCH-1343 must be sent to MDCH
by each provider the submitter serves or by each provider who
is new to a submitter. This form certifies that all services the
provider has rendered are in compliance with Medicaid’s
guidelines. A copy of the form may be obtained from the
Provider Enroliment Unit at the address noted in Section 1.4.

Only one electronic submitter per provider will be authorized to
submit the provider’s claims electronically. The provider's most
recently authorized electronic submitter will be considered the
only allowable agent to prepare claims electronically.
Authorizations remain effective unless otherwise indicated
in writing by the provider.
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MEDICAID BILLING AGENT AUTHORIZATION

Michigan Departmant of Comeuniy Healih

COMPLETION INSTRUCTIOMNS:

Type ar Prink Al Inlormaticn

Eoo roverse skda for Cortilicaton Condiions, Mor-giscrimnation and PaA 431 information.
Fhowoopees of this fom will NOT ba aocepsed.

A separale, crigingl form mugl be submilled for EAGH provides,

iy by sidag ol this Torm Tor YOUR Res,

“Hilling Aganf™ i the butiness authorized by the Micvgon Dopatmient of Cammunity Haabl (MDCH)
o sitimil Madicad olims v slechione meda

| authorize {1. Biing Agant Mama)

2. Biling Agen! lderification Mumberh I ac as my agent for the punpdse of pEEErg. procasing

and sutemEing clams on my behal wnde the: fakreing Medicasd Provider kanlification Hurmises(s):

3. Medicakd Providar iderafication Mumber; | | | | | | | | 4 Prowider Type Code: | I
Lt 1 1 I | L1 |
S e (S [ [ |

PROVIDER CERTIFICATION:

# |undersiond that 1} payment wil be from fedoral and stale funds and 2} | may be prosecuted undor applicable federal or
slate criminal and civll laws ¥ =y biling agent submits false dakms o documents or i | of my agent makes
misrepresantations, concesls malenial lacts, o consples 1o angags in any af the above actions

| understand that it = my resporsibiity o notfy my bilkng sgerd, upon receipt of §e nolce of my authorzabion from
MEESH, before beginning o submit Medkesd clams

»  Thig pighorization shal remaln in eSecs umiil | nolify fwa MOCH in weiting @ @ contrary oF MOCH negates i,

& g g condion of recabdng paymant from Medicos and programs for which the MDCH is the fiscal miormedary tor

servioes biled on my behal, | cerify and agroe to ol of the providor cerifioation cond@ons abows and on the
reverse side of this document.

B, Prowidier's Mama Jodar} . Prowkdier's Phore Mumber
{ )
7, Privedisr's Sigratusa (Fecomis rigesivres wi NOT ba acospfed) B Dule
BILLING AGENT CERTIFICATION:
= | m @ meprasenatve of o bus ih d by MOCH to submk Medicald dalms va elecronic media. My
signatury balow signifies agresment o the bilng agent cerfication conditions on the reverse sde of s document
0. By Agant Aaprascnialive’s Hoesa and Tik Nomo (prnt) 10, Eiling Agents Phore Humber

{ }

11. Eilling Agent Represeniniva’s Sipnaters [Facshess sonstunis sl MOT b aasasiady 1Z Datn

RETURN TC: PROVIDER ENROLLMENT
MICHIGAMN DEPARTMENT OF COMMUMITY HEALTH

PO BOK 38
LANSIFG M 4200

DCE-CMN (109} (W) Faplscen and OSanbsins MSA- 1043

Figure 1-2: Medicaid Billing Agent Authorization Form

(DCH-1343) for Providers to Submit Data
Electronically to MDCH (Front)
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PROVIDER CERTIFICATION CONDITIONS

1, the prowider, agree to and cortity as fellowsa:

Al tha infanmation | haeos Turnished on thes Biflng Agent Aussonzotion s drue and comgibebes.

Al claira prapamd, procossed and submitbed at my dieeclion are true ard vaiid claims for goods or serdoes |
proparty provided 80 6n aigible redpient wider the appicable rules, regulations and polces of the MDGH.

| m resporsiale for the accurscy and completeness of &l claims rarsmilted (o and by my biling agenl.

| am reaponails for

a} recanciing my Medicaid apcounls within 30 days afler a remitiance advcs mailing, snd

by notifying the MDCH of any payment ermars and reluming any cverpaymants dug o Thess &rors
wilhin tha sams 30 day period

| ackniwladie thal my bllng agent's signalure constitutes my signatune Tor all porposes ralated o

Titka 15 [Madicaid) reimbursament by the MDCH, induding any administratdwe, civil or criminal action miating o
my paricipation in e BMedicaid program, A leck of my balng agents signalure on daims mads on my behal
sinall not be used bo avold criminal and o chil nesponsibility

| 'will mdbwana o al rules, regulations and paficies of the MODCH in biling services. Thase rulss, mguiafons. and
poicies ane containad in my Medicald Provider Agraamant, e Medicad Provider Manual (induding manual
updabes, buletins and ! or athes program no@fications), and #he Michigan Urefom Procadure Coding (MUPC)
Manual and 2 other manual,

| may have dispuled daims adudicaled in adminisTative hearings based on Acl 280 of Public Acts of 1935, as
amended, of in 8 courtl of law. If necessary, the skabe wil pursue ciminal and o civil adions.

BILLING AGENT CERTIFICATION CONDITIONS

I ihe Bdlling agend, agree io and cerlify as follows:

A4l irrvoios information | susmit o the MOCH on behaif of my clent i @ e and cormect report of tha information
racateed from my cient

| understand Lhat | may be prossculed under applicable federal and state comiral and chil laws. for submiting
talie daime, conteabng maberial facks, misreprasantation, falsfving data systems input, obher scts: of
misrapresantation, o Lonspinecy D engage thanain

1 well mainiain claires data for siol8) yeans from the daie of the servioe and be able bo reproduce claims far
Peubirision oF At upon regessl fram the MDICH,

Before baling for any medical sarices | wil review and fully comply with tha MOCH's Autematad Eding Manual,
the MUPC and all ather manuals required far biling purpases

| il abow, upon reques], and 8l B reasonabie Bme and placs, aullwrized Tederal o stale gpovemment agents i
inspect, copy, and ! or take any reconds | mainain on the services provided and Biked on bahel af ey cierd

Compleion: 5 Ununlary, Eut bs reguirest de auttorsemton of | amoioee. sarices. and pograms provder.
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DOW-AMI (MY (W) Hadd)

Figure 1-3: Medicaid Billing Agent Authorization Form

(DCH-1343) for Providers to Submit Data
Electronically to MDCH (Back)

14 COMPLETING THE AUTHORIZATION PROCESS

An original (no photocopies) of the DCH-1343 must be
completed by the provider according to the instructions on the
form. The pink copy should be retained by the provider, the
electronic trading partner (“billing agent”) should keep the yellow
copy, and the original should be forwarded to the following
address:
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Provider Enrollment Unit
MDCH

P.O. Box 30238

Lansing, Ml 48909-7738

The provider will be notified in writing or by e-mail when the
DCH-1343 has been processed. The provider must then notify
the electronic trading partner to begin submitting claims on the
provider’s behalf. (Electronic submitters who wish to receive the
notification directly should enclose a return envelope when they
send in the form.)

Processing of the DCH-1343 takes approximately two
weeks. If the provider does not receive a response to the DCH-
1343 within four weeks, a new form must be submitted. A
provider’s claims prepared by an unauthorized electronic
submitter will be rejected with explanation code 013 (“The
invoice was submitted by Electronic File without authorization
from the provider”).

15 REVOKING AUTHORIZATION

The authorization to submit data electronically may be revoked
at any time. The electronic submitter may reapply for
participation and undergo another systems test.






